Objections might be formulated against this statement to the effect that the presence of a positive Frei reaction indicates only the existence of a lvmphogranulomatous infection, and does not imply the lymphogranulomatous nature of the inguinal or, rectal lesions. A great number of experimental and clinical observations have confirmed the significance of the Frei reaction. It is well known that Hellerstrom and Waren were the first to inoculate lymphogranuloma into the monkey through intracerebral injections of ganglionic material. One of us, together with Ravaut, Levaditi, and Cachera, performed the same experiment, with material obtained from a proliferous proctitis. Later still, vegetations taken from a stricture by Laederich, Levaditi, Mamou, and Beauchbsne, produced similar results. Therefore experimentation has confirmed the common origin of the following three types of cases: the inguinal bubo, the proctitis, and the stricture, since in all these inoculation in the monkey produced a meningo-encephalitis of a special type, the lymphogranulomatous nature of which was biologically confirmed. In fact, a specific and active antigen can be prepared with material obtained from these lesions, as the observation of patients suffering from true lymphogranulomatosis has demonstrated.
Clinical arguments are also convincing. No venereal disease gives a better explanation of the symptomatology of rectal strictures than lymphogranulomatosis. There are in particular certain manifestations often associated with rectal lesions, fistulas arid peri-anal abscesses, inguinal buboes and genital elephantiasis (see table below, and figs. 2 and 3), which cannot be satisfactorily explained by the classical opinion, that is to say, by gonococcoemia, chancroid or, especially, syphilis. With These were usually interpreted as being complications secondary to ordinary pyogenic infection, whereas in reality they were of lymphogranulomatous nature, just as the rectal lesions which they may either precede, follow, or accompary. Therefore their diagnostic value is great.
Clinical experience also gives striking examples of the relationship between these various manifestations, such as the case shown to us by Oury, Chine and Poirier, who observed over an eighteen-month period, the occurrence of a right inguinal poradenitis, followed by rectal stenosis and finally by a left inguinal poradenitis. Furthermore, certain observations have the value of experiments particularly in the case of Nicolas Favre's lingual disease, with cervical bubo (Buschke, Curth, Bloom) contracted after buccal coitus, as well as of contamination caused by sodomy '77 Section of Surgery: Sub-Section of Proctology 1443 contacts (proctitis of the passive pederast whose partner has inguinal poradenitis or inversely) on which several observationis have been published.
Therefore, the clinical probabilities, the results of experiments and the biological proof conve'rge to lymphogranulomatous disease, and it is to this disease that the peculiar clinical syndrome of the inflammatory stricture of the rectum must be attributed.
Yet all statistics show a number of observations in which proof of the nature of the lymphogranulomatous lesions has not been obtained. Now is the time to determine the place occupied by other venereal diseases, or other infections, such as tuberculosis. It is well known that Fournier considered syphilis to be the chief cause of rectal stenosis, and according to a number of authors, especially in France, patients suffering from rectal stenosis are considered poly-venereal cases in whom it is difficult to ascertain the role played by syphilis, lymphogranulomatosis, chancroid infection and gonorrhaea. To find out the frequency of gonorrhaeal infection in our patients we have performed, with Dr. Lagarde, the gono-reaction, which gave us the following results: Gonio-reaction 
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In all 43 reactions out of 94 proved abnormal, which gave a maximum percentage of 45% of cases in which gonorrhoea could be suspected.
Infection by chancroid is still less often to be blamed. We have traced it through the intradermal reaction, Ducrey's vaccine (Dmelcos) Only 14 * 5% of our patients showed an allergic Dmelcos reaction. Knowing as we do, how accurately this test reveals the infection by chancroid, it must be admitted that this last infection played no part in the aetiology of these lesions. Chancroid and gonorrhceal infections seem to be accidental and their co-existence is due to the chance of contaminations. This observation does not apply at first sight to syphilis which we have been able to detect from clinical examinations and case-histories, as well as serologically, in 96 out of 150 of the cases which we had particularly observed from this angle; thus the proportion obtained was 64% of the cases. It is readily understandable that such percentage may have been an evident confirmation of Fournier's conception of syphiloma.
To this hypothesis of the origin of syphilitic rectal lesions, however, a number of objections may be raised, as follows:
(a) The rectal stenoses, although so well individualized from a clinical point of view and so similar to one another, do not, strictly speaking, belong to any of the stages of syphilis. Our statistics show that syphilis has been either contemporary or anterior from 1 to 10 years, and even from 21 to 40 years.
(b) Although we are dealing with developing and regularly extending lesions, in the majority of cases no serologic modifications (Wassermann reaction negative in 112 of 150 cases) are shown.
(c) Antisyphilitic treatment is totally ineffective even in the case of lesions of recent date, which continue to develop although the Wassermann reaction becomes absolutely negative as a result of the treatment.
(d) Syphilis is not a convincing explanation of a certain number of clinical manifestations specific to strictures, such as genital elephantiasis, inguinal bubo, or peri-rectal suppuration.
(e) Real syphilitic contamination after the appearance of rectal lesions has been found (four times in our statistics). On the whole, observations, both clinical and biological, allow us now to deny the role of syphilis in the origin of rectal strictures, contrary to the opinion which one of us had expressed before lymphogranulomatosis was known.
Turning now to non-venereal diseases, we note that some of them cause strictures of the terminal end of the intestine, but in such cases the clinical aspect of stenosis is different from the lymphogranulomatous strictures. In fact, in one of our cases of actinomycosis, the rectum had the aspect of a ligneous tunnel, utterly different from the other strictures under observation. In two other cases of stenosis which we believed likely to be due to tuberculosis, the stricture had quite a peculiar aspect. In the first case, there was an annular stricture at 10 cm. with proliferous proctitis; in the other case there was a double stricture, one at 6, and the other at 15 cm. In none of these early cases had Frei's reaction been tested.
Certain authors, however, have described as being of tuberculous origin some strictures of a venereal type and have tried to prove their nature either by guineapig inoculation (Gougerot) or by the presence of Koch's bacilli in biopsy (Hudelo, Caillau and Pierrot, Moulonguet). These observations have not been confirmed by other authors, and one may well wonder, with Frei, whether the presence of bacilli in the tissues of these strictures was not due to a secondary infection by Koch's bacillus, of an originally lymphogranulomatous lesion.
Finally, cases of low rectal strictures have been reported in connexion with ulcerative colitis and dysentery. One of us saw, during the war, a 16-year old boy suffering from a bad form of amcebic dysentery; three years after the onset of the disease, he had a stricture 6 cm. from the rectum, as well as vegetations on the rectal mucosa. The Frei test is lacking in the history of this case-it did not exist at the time-therefore one may well wonder now, if there was not a dual infectiondysentery as well as lymphogranulomatosis. Since lymphogranulomatosis is alone responsible for these strictures, how can one explain those cases in which Frei's reaction is negative, as it was in five of our patients. A great number of these negative reactions, as well as some of the doubtful ones, are due to the use of old antigens. It may be mentioned that reactions obtained with antigens of animal origin (monkey antigens) seemed as a whole weaker and sometimes more difficult to interpret. This objection is not true for our five patients, who had been tested several times with various and active antigens. In four of these we feel justified in mentioning, to explain the failure 79 1445 Proceedings of the Royal Society of Medicine of Frei's reaction, their momentary or definite anergic state. In fact, they were typical cases of rectal lymphogranulomatosis; in one of these there were multiple perineo-anal gluteal fistulh, the other showed a right suppurative inguinal bubo; two others, both women, suffered from a typical elephantiasis of the major labia. And what authorizes us to mention anergy in these cases, is that the hemoreaction' in two of these patients was positive, and caused an increase in Frei's reaction in another patient.
One case is still to be dealt with which cannot be connected with Nicolas Favre's disease. We find it instructive, because it is a true example of a stenosis of different origin, which, due to a too rapid examination, was by mistake classified as a case of lymphogranulomatosis. The patient was a woman aged 25, who had a stricture having the form of a cylindrical cord dividing the rectal lumen from back to front. This cord was at first unnoticed, concealed, as it was by lesions of a proctitis secondary to rectal stenosis. In fact, this condition dated back to a subacute infection which had been complicated by a peri-rectal suppuration, opening into the rectum and vagina, and in which cicatrization had produced these very peculiar deformations. We are convinced that several observations grouped under the name of inflammatory strictures and imputed to tuberculosis, to mycosis, or to other infections, are caused as in the latter case, by rectal lesions clinically quite different, and are thus by mistake thrown into the discussion.
Two facts predominate in the pathogenesis of the lymphogranulomatous lesions; the point of inoculation and the lymphatic distribution which corresponds to it.
In women, the infecting chancre is generally deeply vaginal, and this explains the infrequency, in the female sex, of inguinal poradenitis which necessitates an inoculation in the region of the external genital organs. On the other hand, the deep genital region is in intimate lymphatic connexion with the peri-rectal tissues, and this is the reason why, in women, rectal strictures of genital origin are formed from without inwards. The initial lesions are at first peri-rectal before invading the mucous membrane.
In men, the infection following normal sexual relations, first gives a chancre of the penis and inguinal adenitis. It is exceptional (we bave only found one case) for the infection to reach the pelvis by lymphatic paths, or the rectum from the inguinal area. Thus in the great majority of cases, rectal lymphogranulomatosis in the male can only be explained by a direct contamination of the organ. Sodomy, therefore, appears not as an Tctiologic factor of stricture, but as an indispensable stage in the pathogenic mechanism. Nearly 80% of our male patients have confessed the practice of sodomy; this percentage is certainly inferior to the truth, but is sufficient to confirm the importance of rectal coitus. Moreover, one can conceive that this mode of rectal inoculation from within outwards causes lesions of proctitis without lessening the calibre of the organ, and that the stricture, if it appears, becomes apparent only as a secondary complication.
It results from these considerations that, in women, the stricture must be the usual lesion, and proctitis the exceptional lesion, whereas in men strictures and proctitis must be almost equally frequent. This latter, as our methods of diagnosis improve, seems to occur even more frequently. Our statistics are now sufficiently extensive to enable us to confirm this hypothesis, and we find 88 strictures in females to 12 cases of proctitis, and in males 70 strictures to 78 cases of proctitis.
The variations in the statistics concerning the frequency of the lesions in each sex can be explained in the same manner. In the large centres where sodomy is, unfortunately, widespread, the stricture is nearly as frequent in men as in women.
1 Hellerstronm was the first to declare that intravenous injection of lymphogranulomatons antigen gave a febrile reaction in patients suffering with Nicolas Favre's disease, and in this disease only. Under the name of Hemo-reaction, Ravaut used it as a factor in the diagnosis, We know that recurrences are due to the degree of lymphogranulomatous peri-proctitis which surrounds the rectum with thick and adherent mass of fibrous tissue, and the surgeon can hardly hope to rid his patient of this peri-proctitis completely, since he is often obliged to carve into the mass in order to liberate the organ. In these circumstances one wonders whether it would not be advisable to precede-and above all to follow-the operation by the usual anti-infectious medications which we will mention later.
Diathermic dilatation appears to us to be the basic treatment of the ailment, Not only does it permit the colostomy to be postponed or even avoided altogether. but it has, in addition its mechanical action, a congestive and healing effect on tissues which are becoming sclerosed. Introduced into therapeutics by one of and a pupil, Marchand, in 1925, bids fair to replace to advantage the simple dilatation with metal bougie or rubber catheter. A treatment of about twenty minutes every two or three days, for ten or twelve applications, is recommended. Used with prudence it is a therapeutic means, practically without danger. Over a period of ten years, more than 20,000 treatments have been given at the proctological clinic which one of us directs at the H6pital Saint Antoine. Only once have we had to deplore a fatal accident (peritonitis with perforation). This was reported by Professor Gr6goire at the Congr6s Fran §aise de Chirurgie de Paris in 1934. It should not argue against diathermic dilatation, for identical and more numerous accidents have been observed with simple mechanical dilatation.
Radiotherapy, which is still recommended by certain authors, has been applied by our collaborator, Dr. Marchand, in 20 cases. In ten the results were negative, in four, rectal suppuration seemed to diminish, but only temporarily, without any objective amelioration of the lesions; in six cases the condition was aggravated, particularly in four patients affected with inflammatory ischiQ-rectal infiltrations which were the seat of an extensive purulent and extremely painful suppuration. With diathermy, the therapeutics remain above all essentially medical. The general condition of the patients is carefully supervised. We have seen veritable resurrections following rest cures, altitude cures, liver, vitamin, and ferric preparations, and certain solution of amino-acids (histidine). In the same way, local antisepsis is part of the daily hygiene of stricture. Mild antiseptic enemas of 100 to 150 gr. of 1: 500 of methylene blue; of trypa-Proceedings of the Royal Society of Medicine flavine; of 1: 400 of Lugol's solution or of 3: 700 of Ziehl solution, carbol fuchsin, are prescribed.
Purulent stasis and constipation should be avoided with meticulous care.
General anti-infectious treatment, be it chemical or biological, is undoubtedly the therapeutics of the future. At the present time no treatment stands out as a specific, and in order to be convinced one has only to study a list of the methods which have been recommended. We mention here only those methods which we have used personally.
It is illusory to hope to obtain any effect on rectal lesions by treating the associated venereal infections. Neither anti-syphilitic treatment, nor anti-gonococcal or chancroid vaccination have given us any results. Among the biological methods (convalescent or immunized horse serum, vaccination) we are only now beginning the use of intravenous antigenotherapy; therefore we have not yet formed a personal opinion of its efficacy. The results obtained thus far by other authors are somewhat contradictory: intravenous antigenotherapy (Hellerstrom, Ravaut, Gay, Chevallier, de Gr6goire, Flandin), intradermic (Wien and Pulstein), and subcutaneous (Jonesco, Mihaesti, Jacobovici). Several of our patients treated by one of these methods before attending our clinic, had received no benefit whatever from them, but from another source we have heard of good results (Dr. Marks) ; and Ravaut at the Congr6s Fran9aise de Chirurgie in 1934, reported a very convincing report of amelioration of one of our patients.
For the present we believe that the chemical anti-infectious medication is one that should be used. Besides gold salts-much used in Germany but which we have employed only for patients affected concurrently with chronic rheumatism-we are acquainted with sodium salicylate, antimony salt and iodo-iodide solution which we have applied to nearly 150 patients. 10: 100 sodium salicylate solution, recommended for inguinal poradenitis by Chevallier, is used intravenously in 1 to 2 gramme doses in 10: 100 glucose solution. Each treatment consists of a series of about fifteen injections given every two or three days. On the whole the product is well tolerated, but certain patients experience reactions (of shock) ; these are generally mild. The functional and objective improvement has seemed to us to be less constant than with iodine.
Among the antimony salts, we have used almost exclusively, by intravenous injection, a solution of 1 :100 of tartar stibiate (potash emetic) especially purified and coming from England (Laboratoires Bruneau) for intramuscular injection, stibio-thio-malate of lithium (Laboratoires Rhone-Poulenc). These two products are well tolerated and only, occasionally give rise (as indeed do all antimony products), to a reaction consisting of attacks of coughing and diffuse articular and muscular pains, the intensity of which varies much in different subjects.
We prefer 1: 100 iodo-iodide solution of lugol. Apart from its anti-infectious action, it usually acts in a remarkable way on the general condition of patients. Mixed in the syringe until decoloration occurs with a 20: 100 solution of hyposulphite of soda (Ravaut method) it is used in tri-weekly intravenous injections in progressive doses of 5, 10, 15, and even 20 c.c., each treatment consisting of a series of 15 to 20 injections, and a total of 250 to 300 c.c. of lugol. Cutaneous and general intolerance are exceptional and the use of this medication is without danger, except in cases of latent pulmonary tuberculosis when activation is a risk. In the interval between the series of injections, lugol may be given by mouth. Oral administration is less active and, in spite of the usual precautions, not well tolerated.
We have no illusions as to the value of the results obtained with these different medications in rectal stenosis. We repeat that we have never yet witnessed the disappearance of a stricture. However, from the functional point of view, the results are appreciable, the tenesmus becomes less frequent, the suppuration ceases, 82 1448 03 Section of Surgery: Sub-Section of Proctology 1449 and patients whose rectal lesions represent a veritable social infirmity, may resume an almost normal professional activity.
However, if the treatment of advanced rectal stenoses can only check the ailment and limit its extension, it may perhaps do more in recent cases of proctitis.
Therapeutic success is therefore closely linked with early diagnosis, but although the latter is usually based on the hypertrophic and vegetating aspect of the lesions, lymphogranulomatou-s proctitis may at first assume a simple congested, cedematous, or erosive character which may easily be misleading.
The importance of associated lesions, such as fistulas, buboes, and elephantiasis, which we have observed in 33 out of 90 of our cases is therefore obvious. Such observations bring forth the true significance of rectal lesions. In all cases the Frei test will be resorted to for diagnostic confirmation. Although lymphogranulomatous proctitis too frequently does not respond to treatment, we have none the less observed complete anatomic cure in three of our cases. It may, therefore, be hoped that when we are better equipped to fight the virus of lymphogranuloma, early detection and treatment.of proctitis will furnish means of preventing inflammatory strictures of the rectum. Then, when this prophylactic surveillance is extended to include chronic ulceration of the genital organs, we may perhaps witness the progressive disappearance of lymphogranulomatosis. The varied clinical aspects of lymphogranuloma have only quite recently been associated with a common atiology, thanks to the close co-operation of clinical, biological, and experimental work. It is strange to observe that by simple clinical observation they had clearly been described and grouped in a single syndrome nearly a century ago, in 1849, by Huguier, a physician in the Saint Louis Hospital, Paris, under the name of " anovulvare esthiomenus."
G. M. Findlay: In the medical literature, of the past hundred years, there are described cases of non-malignant stricture of the rectum of obscure setiology. The characteristics of these cases as outlined by Stannus (1933) are: (1) The marked preponderence of the female sex; (2) the long progressive history, beginning with proctitis and ending in stricture; (3) the characteristic position of the stricturefrom 3 to 8 cm. above the anus; (4) the infiltrative character and indiarubber-like consistency of the lesion; (5) the fact that the mucous membrane actually covering the lesion is intact, whereas that below the stricture, together with the skin above the anus, is commonly the seat of ulceration and polyposis; (6) the formation of fistulhe below the stricture.
The cause of this form of stricture has at times been variously ascribed to syphilis, tuberculosis, gonorrhcea, or chancroid. The clue to its true atiology lies in the fact that on occasion the stricture in the rectum is associated with elephantiasis of the external female genitals. This vulval elephantiasis corresponds, in its turn, to elephantiasis of the penis and scrotum in the male, while these lesions are invariably associated with a primary genital lesion and swelling of the inguinal glands, the condition known as climatic bubo or lymphogranuloma inguinale. The rectal stricture is thus merely part of a more generalized condition variously termed esthiom6ne or the genito-ano-rectal syndrome. The relation between the genital lesions of lymphogranuloma inguinale and stricture of the rectum was first suspected by Frei (1927) , who conceived the idea that it would be worth while trying the lymphogranuloma inguinale intradermal reaction (the Frei-Hoffmann test) in cases of rectal stricture. In 1928 Frei and Koppel reported that this intradermal test was positive in five patients with rectal stricture-four women and one man. These results were soon confirmed by Koppel (1929) , Jersild (1930 Jersild ( -1931 , and others, both on the Continent and in America. In addition Nicolas, Lebeuf and Charpy (1932) , with an antigen prepared from the pus removed from a fistula in a case of rectal stricture, obtained positive skin reactions Proceedings of the Royal Society of Medicine in patients suffering from lymphogranuloma inguinale. Finally, Ravaut, Levaditi, Lambling and Cachera (1932) , and Laederich, Levaditi, Mamou and Beauchesne (1932) , by an ingenious technique, isolated from inflamed rectal tissue a virus which agreed in every way with the viruses isolated from cases of lymphogranuloma, inguinale by Hellerstrom and Wassen (1930), Levaditi et al. (1931) and Findlay (1932) . A similar virus isolated by Mocquot, Levaditi, and Reinie (1935) , from an inflammatory condition of the colon, proved of considerable interest, for with this strain Levaditi, Mollaret, and Reini6 (1935) produced the histological changes characteristic of lymphogranuloma inguinale in the rectum of chimpanzees by direct inoculation into the mucosa, while in human volunteers they reproduced the primary penile sore with involvement of the inguinal glands-the lesions typical of lymphogranuloma inguinale. A green monkey Cercopithecus callithrix was inoculated (Findlay, 1935) immediately anterior to the rectum, with a virus isolated in this country from the enlarged inguinal glands of a patient with genital lymphogranuloma inguinale and passed through mouse brains. Ten days after inoculation the monkey was killed and a swelling about the size of a hazel-nut was found at the site of injection, while the mesenteric glands were swollen. From the inflamed tissues involving the rectal wall-which histologically were characteristic of lymphogranuloma inguinale-and from the mesenteric lymph-nodes there was recovered a virus that produced meningitis in mice and resembled in all respects the virus of lymphogranuloma inguinale. There is thus little doubt that the same virus is responsible both for the genital lesions of lymphogranuloma inguinale and for the rectal lesions associated with certain cases of stricture.
Before describing experimental results obtained in this country in cases of rectal stricture, it may not be out of place to mention briefly certain properties of the virus of climatic bubo. Although on rare occasions extragenital infections have been recorded, in the vast majority of cases the disease is contracted during coitus. In the male the primary sore, not unlike a small herpetic ulcer, is generally found either on the glans-penis or on the foreskin ; at the end of a few days it disappears and the period of direct infectivity is at an end. The virus is not carried by the bloodstream, but passes along lymphatics to the inguinal lymph-nodes which at first enlarge and then finally break down, forming sinuses in the skin. The virus is thus eliminated and the infection terminates. Only on rare occasions, owing to blockage of the lymphatics, does elephantiasis of the penis and scrotum result. In women the primary lesion may be situated on the external genitals, in which case the virus passes as in the male, into the inguinal lymph-nodes, where it gives rise to an inguinal adenitis and bubo, or to elephantiasis .of the vulva. Much more commonly in the female the primary sore is situated on the posterior part of the vulva, towards the fourchette or actually in the vagina. Thus, the virus-bearing lymph, as Stannus (1933) has pointed out, will either miss the inguinal lymph-nodes altogether or, at best, discharge only a minimum amount of virus, while the main stream passes on to the lymph-nodes in the pelvis, where inflammation, periadenitis, and infiltration of the surrounding tissue will be set up. The inflammatory changes may be extended or may be localized to some one part, such as the vulva or the rectum. In the female, unlike the male, the virus is not as a rule rapidly discharged from the system. It may be present in the inflamed tissues for months, possibly for years, after the infection, and may be excreted for considerable periods; Caminopetros (1935) has recently isolated the virus from the vagina eighteen months after a primary infection. The virus of lymphogranuloma inguinale is strictly mesodermotropic, that is to say, the lesions that it produces are confined to tissues derived from the mesoderm. Thus, on intracerebral inoculation into monkeys (Hellerstrom and Wass6n, 1930) or mice (Levaditi, Ravaut, and Schoen, 1932, Findlay, 1932) , , 1935, Broom and Findlay, 1936) can only be grown in association with living tissues. Various methods have been devised for the diagnosis of lymphogranuloma inguinale infections:
(1) The allergic test, originally described by Frei (1925) is now too well known to require further description. The antigen may be prepared either from the pus or glands of an inguinal adenitis, or from the brains of infected animals (monkeys or mice). The test is generally regarded as highly specific, though recently it has been suggested that the brains of apparently normal mice may produce a false positive when injected intradermally. The only difficulty in regard to its use lies in the fact that the antigenic content of the extract cannot easily be standardized; some samples are rich in antigen, others are poor, and the antigen content decreases with keeping. Therefore, unless the material to be injected can be regularly tested on the skin of a person known to react positively, a negative reaction may be due not to absence of infection but to failure of antigenic potency. In these circumstances, efforts have been made to devise other diagnostic tests.
(2) The guinea-pig intradermal test described by Wassen (1934 and 1935) consists in injecting intradermally into the guinea-pig a mixture of virus-containing material, such as infected mouse-brain and the patient's serum; as a control, virus and normal serum and virus and a known immune serum are similarly injected intradermally. At the end of forty-eight hours the point of injection of virus and normal seruin is marked by a small red indurated area, the centre of which breaks down to form a tiny ulcer closely resembling, both macroscopically and microscopically, the primary sore of lymphogranuloma inguinale. The point of inoculation of virus and immune serum shows no reaction.
(3) The intracerebral test in mice. In this test a mixture of one part of a 20% suspension of infected mouse-brain and two parts of the serum to be tested is inoculated intracerebrally into mice in doses of 003 c.c. A control batch of mice is similarly inoculated with a mixture of normal serum and infected mouse-brain. With an active virus the mice injected with normal serum should develop symptoms in from five to ten days.
(4) Complement fixation. Efforts have been made to obtain complement fixation, using infected mouse-brain as antigen. In certain known cases of lymphogranuloma inguinale good complement fixation has been obtained, but in others the results have been negative. Owing to these irregularities complement fixation is not entirely reliable.
(5) Flocculation, As the virus particles of lymphogranuloma inguinale are approximately the size of those of the vaccinia virus, efforts are now being made to develop a flocculation test on the lines of that used in the diagnosis of variola.
The relationship between rectal stricture and lymphogranuloma inguinale is now well recognized both on the Continent and in America. In the United States rectal stricture is relatively more frequent in negroes than in whites. This may be due as Rainey and Cole (1935) have suggested to the fact that excessive formation of scar tissue is very common in the negro. In the negro women also there is often a very considerable systemic reaction to infection with the virus of lymphogranuloma inguinale.
In this country very little atteiition has been paid to the possible connexion of the lymphogranuloma inguinale virus and rectal stricture. This is not because cases of lymphogranuloma inguinale are excessively rare; apart from the infections contracted abroad by seamen-who for the most part find their way into the various hospitals in our large ports-autochthonous cases undoubtedly occur. Stannus and Findlay (1933) recorded the first case in which infection had been contracted in this country, while Anwyl-Davies, King and Findlay (1933) quickly reported others.
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Cases of rectal stricture due to infection with the virus of lymphogranuloma inguinale also undoubtedly occur.
During the past two years, through the kindness of Dr. Cuthbert Dukes and others, I have had an opportunity of examining seven patients-six women and one man-whose symptoms corresponded, at any rate clinically, with those of rectal stricture following infection with the virus of lymphogranuloma inguinale. In all these cases the reaction either to the intradermal guinea-pig or to the intracerebral mouse was positive for lymphogranuloma inguinale infection, while in two of the four in which the Frei test was carried out the intradermal reaction also was positive.
Although the series of cases is small it could doubtless be easily increased.
P. H. Manson-Bahr:
The subject of stricture of the rectum is of particular interest to the tropical physician, because he is so much concerned with the differential diagnosis of the dysenteries. I have undertaken an inquiry into the records of the Hospital for Tropical Diseases on this point, and I am now certain that the frequency of stricture as a direct result of the various forms of dysentery has been much exaggerated. In a series of 3,068 cases strictures had been found in only 27. Lymphogranuloma inguinale.-Much interest has been aroused by the recent work on this subject which goes to show that the virus of this disease is capable of causing not only extensive suppuration of lymphatic glands, but also inflammatory strictures of the rectum. Most of the information to be gleaned from the literature has been summarized by Stannus in his publication, " A Sixth Venereal Disease," in 1933. Females are much more liable to this stricture than are males. The strictures are situated from 3 to 8 cm. above the anus; the lesion has a peculiar indiarubber-like consistency whilst the covering mucous membrane is intact. Ulceration and fistulae occur below the stricture. The condition is known as the ano-rectal syndrome. Rajam, in a review of 183 cases of lymphadenoma inguinale in Madras,1 finds rectal stricture in 18 male and 8 female patients, which shows the relative frequency of rectal stricture in the native population.
I am forced to conclude that the ano-rectal syndrome is extremely rare in European patients and is probably due to the direct introduction of the virus into the rectum itself. I have records of only two cases in this series. The first I encountered in 1934 in a man aged 60, who had a hard rectal stricture 3 cm. from the anus; below the stricture the surface was ulcerated and there were numerous fistulae. The intradermal Frei-Hoffmann reaction performed with Findlay's antigen, was distinctly positive. It appears that twenty-two years previously in China the patient had contracted lymphogranuloma inguinale with suppurating buboes in both groins, of which the scars still remained. Three years afterwards, rectal ulceration with fistula-formation commenced. For seventeen years he had suffered severely from the effects of this rectal stricture. Both Wassermann and Kahn reactions were negative. Incision of the stricture with dilatation resulted in great improvement.
The second case, in a male patient, from South America, came under the care of Dr. N. Hamilton Fairley in July 1935. The patient gave a history of rectal trouble following climatic bubo and extending over a period of nine years, with fistulaformation and a mucopurulent discharge from the rectum. Although he had acquired syphilis many years previously, the Wassermann reaction both in blood and cerebrospinal fluid was negative. There was also a history of several attacks of gonorrhcea, including a gonorrhceal proctitis. In 1926 he had climatic bubo involving the glands of both groins and at this time there was a sore inside the rectum near the sphincter. The Frei-Hoffmann intradermal reaction was positive with mouse-strain antigen as well as with pus from buboes.
Examination showed a constricted, firm, and fibrosed anal canal, and fibrotic proctitis. A hard craggy projection was found in the floor of the rectum 9 cm. from the anus. Histological examination of a small portion revealed no carcinomatous changes. During instrumentation a copious discharge of fluid pus took place from ,a pern-anal sinus. I give below, the particulars of an analysis which I have made of thirty other cases of lymphogranuloma inguinale under my care during the last fourteen yearsall in European patients. In no instance, however extreme the suppuration, was any involvement of the rectum noted. All had contracted the infection in the tropics, except one-a woman patient with inguinal bubo-from Soho. , 1936, Ind, Med. Gaz., 69, 10, 546, 554. Proceedings of the Royal Soctety of Medicine J. P. Lockhart-Mummery: The atiology of stricture of the rectum, with special reference to fourth disease.-Chronic fibrous stricture of the rectum has been a source of difficulty for many years, both as regards its aetiology and treatment. Many attempts have been made to classify rectal strictures, but none of them have been entirely satisfactory, because so very little is known about the real causes that underly the condition.
In the early days all chronic strictures of the rectum were put down as syphilitic lesions; in fact, in many textbooks they are so described at the present time, although it has been obvious for many years that they cannot be ascribed to syphilis, since spirochetes have never been found in the tissues, they do not react to antisyphilitic treatment, and the proportion of cases showing a positive Wassermann reaction is not greater than would be found in a similar population not suffering from rectal stricture. Now, however, there appears to be some hope that the true wtiology of this condition is being cleared up. Strictures due to traumatism, tumours, or localized ulcers, present, of course, no difficulties as regards their pathology and may be dismissed. The type of rectal stricture which is most commonly met with, and which has caused so much difficulty in the past, is that in which a large part, or the whole, of the rectum is involved in a hyperplastic fibrosis of gradual onset and with a long chronic history. The main characteristics of these strictures may be summarized as follows:-(1) They have a very slow onset-often taking many years to develop, are extremely chronic, and are usually progressive.
(2) The early changes are all in the rectal wall and perirectal tissues; the mucous membrane is not affected till the later stages, after the stricture has formed and diminished the lumen of the bowel, when it may become ulcerated and abscess and fistula may form.
(3) The condition is mainly confined to women-in fact some authorities are of opinion that it only occurs in women, though this is certainly incorrect. All the cases collected in America by Martin, Rosser and Hayes were in females, and 81 6% were in negresses.
(4) A large proportion of the cases gives a positive Frei reaction when tested. (5) Most of the patients have at some time or another resided in the tropics. There is no doubt that an exactly similar condition does occur in males, and I have seen a number of such cases among British subjects, who at some time or another have resided in some part of tropical Asia. None of these patients had buboes.
According to the present supposed pathology of lymphogranuloma inguinale these cases in males cannot have been due to the virus affection, if the disease was contracted as the result of copulation by the ordinary channel. I should like to put forward the question-Are we to consider these cases in men as being due to the same virus which produces the disease in women? And if so, how do they become infected ?
The disease, if we may judge by the recorded cases, is rare in this country, but is quite common in America, France and Germany. In America it appears to be almost entirely confined to the negro population. The geographical distribution of the disease is peculiar. If the cases in France and Germany are imported from Asia, we should expect that England would show at least a similar incidence to that of these countries, since probably more Englishmen reside in Asia at some time during their lives than do Frenchmen or Germans. But it appears that the incidence among Englishmen is much less than among Frenchmen and Germans.
-,Etiology.-This disease has given rise to a great deal of confusion, as is hardly surprising when we consider that the primary lesion which is said to be a small vesicle, appears to cause very little trouble, and in most cases is not noticed or recognized at all, the chief manifestations developing only slowly and insidiously. 1454 88 89 Section of Surgery: Sub-Section of Proctology 1455 The disease, as a rule, is only seen in the very late stages, when serious stricture has occurred, with secondary ulceration and abscess. It appears to be conveyed by sexual intercourse in the same manner as syphilis, and in men the site of infection is on the glans-penis, from which the infective agent passes by means of the lymphatics to the inguinal lymph-glands and produces a condition known as lymphogranuloma inguinale or esthiom6ne. The condition has also been described as " fourth disease."
In women the primary lesion is on the posterior part of the vulva, or on the cervix uteri. In this situation the infective agent drains into the lymphatics round the rectum rather than into the inguinal glands, with the result that the manifestations of the disease are markedly different in the two sexes, the men tending to develop lymphogranuloma inguinale and the women rectal stricture. If the infection is in the cervix uteri it is readily understandable that the inguinal glands will not become involved and that, if it is on the posterior part of the vulva, the main lymphatic drainage is towards the rectum rather than to the inguinal glands. This accounts for the fact that the disease, as it affects the rectum, is much commoner in women than in men, the manifestation of the disease depending upon the site of the original lesion. The fact that the condition is a venereal disease probably explains why in the past it has been so much confused with syphilis, which no doubt accompanies it in a good many cases.
There are still very many points with regard to the wetiology which remain to be explained, and it is not yet clear whether, as seems most probable, we have to deal with a single disease of venereal origin, or whether two or three different diseases are being confused together. It will still be some time before it will be possible to come to any definite conclusion.
I think the Frei test cannot be entirely relied upon, as some of the cases which appear to be typical do not react to it ; it is quite possible that in such instances the virus is no longer active. I agree with Dr. Bensaude, that only a very small percentage, if any, of these fibrous strictures are due to syphilis or gonorrhcea.
Pathology. All authorities are agreed that the condition is due to a lymph stasis in the lymphatics of the ano-genito-inguinal lymph system, although there is still some dispute as to the infective agent and the method of its entry.
All stages of the condition are seen in this country, but those that have been described have been mostly rectal stricture. Frei, Koppel, and S&n6que have described cases in which there was extensive elephantiasis of the rectum and genital organs, where it has been associated with granuloma of the inguinal glands and rectal stricture. As far as observations in this country among proctologists are concerned, in most of the cases the condition appears to be rectal stricture not complicated by any condition of elephantiasis of the genital organs or by lymphogranuloma inguinale. It may merely be that the condition is less advanced, or that associated infections have been absent. No doubt other forms of infection, such as gonorrhcea or chronic sepsis, occasionally set up a lymphatic hyperplasia around the rectum, which closely resembles that in cases of "fourth disease" without the infective agent of that condition being present, although it seems at least possible that all these conditions are similar, since one of the characteristic features of chronic stricture of the rectum is the dense fibrosis in the perirectal tissues. Where, however, ulcerative proctitis has occurred before the formation of the stricture it would seem pretty certain that we have not to deal with a lymphogranuloma inguinale a'nd that such a case must be attributed to ordinary forms of infection starting in the mucous membrane and spreading outward to the perirectal tissues. Strauss in February 1933 reported 72 cases of stricture of the rectum collected from the literature, and in no less than 69 there was a positive Frei reaction.
1456
Proceedings of the Royal Society of Medicine 90 Treatment.-A great variety of treatments have been suggested for the condition, but that which appears to have received most attention is intravenous injection of a one-per-cent. solution of tartar emetic, beginning with 2 c.c. and increasing up to 7 and 10 c.c. The injection is given twice weekly. S&n6que prefers injections of Lugol's solution, 1 c.c., but considers such treatment only suitable in the early cases before serious stricture has taken place.
It cannot be said that any of these treatments has been very successful, although definite improvement has been reported in several cases. We must bear in mind that the injection of tartar emetic into the blood-stream is not very pleasant, and is liable to give rise to distressing symptoms, and is therefore not to be lightly undertaken. The condition we are attempting to improve is the result of chronic inflammation, which has already produced considerable obstruction and damage to normal tissues, so one would hardly expect that a marked improvement would be likely to result even if the treatment by tartar emetic causes destruction of the original virus, which it is presumably intended to do. One would expect much better results from treatment on these lines were it possible to treat the condition before grave damage to the rectum has occurred. No doubt with better knowledge of the disease and improved means of detecting it, many of these cases will be arrested in the early stages, whereas at the present time the great majority have to be treated at the stage when already the rectum is surrounded with a dense mass of fibrous tissue and severe secondary ulceration and abscess formation has occurred.
It has, however, to be borne in mind that these cases of rectal stricture are progressive. I have watched such cases over a period of many years, and noted that in spite of all treatment there has been a progressive narrowing of the rectum with increasing sepsis, which seems to defy all treatment. This would seem to suggest that the virus is still present and active.
It is certain that in the majority of cases surgery offers the only hope of any real amelioration of the condition. These cases of fibrous stricture do not lend themselves to any form of dilatation. In the first place the tissues are much too dense to enable any stretching to occur, and the choice of treatment lies between a colostomy to form an alternative passage for the fices, and some form of excision of the damaged area of bowel. If there is serious complicating sepsis no attempt should be made to excise the stricture until this has been cleared up. As it often happens that this is impossible, a temporary colostomy has to be made. This should be for preference in the transverse colon, a transverse colostomy having the advantage that it is more easily and safely closed than one in the sigmoid flexure, and the loose coil of sigmoid will be more easily available for restoring the rectum or manufacturing a new one. If, after the colostomy, the secondary sepsis can be made to clear, the stricture may be excised by a modified Kraske operation, by Hartmann's method, or if the stricture is not too severe, divided longitudinally and sewn up in the opposite direction, as in pyloroplasty. This method has been recently described by Mr. Lloyd-Davies and myself in the British Journal of Surgery, and the result in that case proved to be entirely satisfactory.
Hugh S. Stannus said that some four years ago the first paper upon this specific virus infection in this country had been read before another Section of this Society.' Up to that time no case of lymphogranuloma inguinale had been recognized as arising from infection gained in this country, and the relationship of inflammatory stricture of the rectum with the infection had received no attention. Since then a number of cases of what he preferred to call inguinal poradenitis had been observed, and the virus aetiology of cases of rectal stricture had slowly come to be recognized.
He believed that it was no new disease in this country, but that (as he had shown elsewhere) it was possible to recognize the disease in all its manifestations in the literature as far back as 60, 70, or more years ago, though the published cases had always been comparatively few in numbers.
None of the previous speakers had given definitions of the conditions under discussion. He thought, however, that in view of the characteristic clinical picture, stricture of the rectum due to virus infection could easily be defined and distinguished from other strictures. With the exception of those due to various traumata he believed that other causes were negligible, and that as regards syphilis no case had been published to date which was not open to criticism. Syphilis was a common concomitant, but that was only to be expected. Syphilis might interfere with the Frei tests but that test was probably of greater specificity than any other similar reaction. It was of interest to remember that the disease in all its manifestations was' practically world-wide, being found in all the countries of Europe, Africa, America, Asia, India, China, &c. In India the stricture of the rectum was seen among male prostitutes, and in the male, rectal stricture was associated with sodomy.
He would like to see some effort made to settle by international agreement the question of nomenclature. It was obviously absurd to speak of this stricture as due to lymphogranuloma inguinale; besides, the term lymphogranuloma was already used specifically to mean Hodgkin's disease. It appeared to him that the term "porolymphitis " had much to commend it; it could easily be compounded into such words as porolymphadenitis inguinalis and porolymphic stricture of the rectum, &c. Such designations were easily translated into other languages. L. S. Kleeberg: I saw more than a hundred cases of lymphogranuloma inguinale in Berlin and among these were seven cases of stricture of the rectum; in all these cases positive Frei reactions were obtained. As the Frei vaccine may vary in virulence it is always advisable to use different vaccines. The genito-ano-rectal syndrome consists of elephantiasis vulva and ani and stricture of the rectum (figs. 1 and 2, p. 92).
They may develop either singly or simultaneously. As a rule, if both are present elephantiasis ani appears first. However, Carteaud and Dutheil have recently published a case-in a woman-in which the stricture was present first and elephantiasis developed later.
All my seven cases of elephantiasis ani and stricture of the rectum occurred in women; three of these never developed a bubo. This last fact testifies that lymphogranuloma inguinale infection may be possible in women without bubo formation. I also saw this confirmed by partner cases in which the man had had a typical lymphogranuloma inguinale bubo and the woman apparently showed no signs of disease, but a positive Frei reaction was obtained.
We have heard how difficult the treatment of the stricture is, therefore an early diagnosis of lymphogranuloma inguinale is of the greatest importance in the prevention of stricture of the rectum. I Stannus, H. S., Proceeding8, 1932, 26, 7 . . , . _ g ! ' . , ;. 
Section of Surgery: Sub-Section of Proctology
John Gray: Lymphogranuloma inguinale is of common occurrence in China, more especially in the south. In Canton and Foochow, and in the Island of Formosa, rectal stricture is also frequently seen. In the last-mentioned place, so common is the condition that Dr. Taylor, of Taihoku, estimates that about one in seven of his gynBecological patients are suffering from it. These patients are mostly, if not entirely, of the prostitute class. As Frei tests have not been performed, it is impossible to say whether in all the cases the condition is due to lymphogranuloma.
It seems unlikely that such is the case, and it is suggested that severe sepsis and bad hygienic conditions, in the presence of untreated venereal disease, may well be a cause-at all events, in some cases.
In Shanghai, Frei tests are carried out in all suspected cases. In the Lester Hospital about 50 patients are seen in the year suffering from lymphogranuloma inguinale, and 5 or 6 with the complication of rectal stricture. Up to the present this has only been noted in female patients.
Other glands besides the inguinal are sometimes involved, e.g. the iliac and axillary. A difficulty has been noted in a small proportion of cases in which there is a positive Wassermann reaction. Occasionally in such a case the Frei test is negative, although clinically the case is undoubtedly one of lymphogranuloma. In one patient this was noted, and after treatment by novarsenobillon the Frei test made later was now positive. As a positive Wassermann reaction is a common finding in all patients, and also as a double infection with lymphogranuloma and syphilis must be of common occurrence, this appears to present a difficulty in diagnosis.
In the North of China, lymphogranuloma is apparently not seen. In Pekin, search has been made for some years for a case, but none has yet been observed.
No explanation is forthcoming, but the climate in the north is cold, in the south very hot and, in parts, tropical.
Apart from carcinoma, the only other important differential diagnosis is stricture secondary to schistosomiasis japonicum. The presence of the characteristic ova in the stools, which are examined as a routine, would be a pointer for this. G. Grey Turner said that he had not seen anycases of lymphogranuloma inguinale in recent years, but the descriptions and the pictures shown at the meeting had reminded him of examples seen years ago at Newcastle-upon-Tyne among the seafaring people. He did not recall, however, that stricture of the rectum had been a prominent feature. Possibly the much diminished frequency of the condition was due to the greater sobriety, cleanliness, and better all-round conditions of the community among which they used to occur.
He had always been interested in those rare cases of congenital stricture of the rectum and remembered especially one case in a lad aged 16 who was said to have been born with an imperforate anus. No operation was carried out just after birth, but an abscess formed and burst and this was followed by the development of multiple fistulse, not only in the perineum but extending into the buttocks.
In the out-patient department he was known as the boy with the " watering-can bottom." Local operations were not successful but colostomy completely relieved the condition; the fistulae all healed and the lad soon became sleek and strong.
He had seen other cases in infants, following operations for imperforate anus, but though it was not difficult to keep the stricture dilated, the children did not do well and usually died.
Most of the speakers appeared to hold the view that there was no such thing as syphilitic stricture. With this he could not agree, though he freely admitted that it was very rare. He recalled the case of a woman aged 36, who came under his observation some years ago. There was a funnel-shaped narrowing within easy reach of the finger and associated with some piles and very large skin tags. These SEPT.-SURG. 3 * 93 1459 1460 Proceedings oJ the Royal Society of Medicine 94 latter were dealt with and the stricture was easily dilated with bougies. A year later it was necessary to open the abdomen for the removal of a uterine myoma. The thickened part of the rectum was felt extending for an inch above the bottom of the pouch of Douglas and incidentally it was observed that a bougie passed per anum safely reached the bowel above the narrowing. At the end of another year, there was still difficulty and distress with the bowel, in spite of the fact that bougies could be easily passed. Left inguinal colostomy gave great relief but the patient developed a gummatous synovitis of the left knee which yielded readily to the appropriate treatment. As the narrowing in the rectum persisted in spite of the rest provided by the colostomy and long-continued anti-specific treatment, it was decided to do a conservative resection. This was carried out by the perineal route, four inches of strictured bowel being removed and the continuity of the bowel restored by end-to-end union. The patient made a splendid recovery, the colostomy was soon afterwards closed, and rectal function and control were completely restored. Two years later, the patient died of what was said to be a cerebral gumma. In this.case there was nothing to support any other cause than syphilis and the examination of the portion removed did not furnish any other explanation.
He would like to draw attention to the rare variety of tubular malignant growth of the rectum, without ulceration, formerly designated "cylindroma." It might closely simulate syphilitic stricture and was sometimes treated as such for a time. Free bleeding after dilatation usually gave a clue to the real nature of the condition.
